Therapeutic options for the treatment of melioidosis caused by Burkholderia pseudomallei are limited due to the inherent resistance conferred by this pathogen to various groups of antibiotics. Witnessing an increase in the number of microbiological culture-confirmed cases of melioidosis at our settings in the past few years, we undertook this study to estimate the minimum inhibitory concentrations of clinical isolates of B. pseudomallei against the four commonly employed antimicrobial agents in the patient management at our settings, namely, ceftazidime, meropenem, trimethoprim-sulfamethoxazole and doxycycline. All isolates were susceptible to the antibiotics tested, except for one isolate which showed resistance to doxycycline (minimum inhibitory concentration [MIC]: 32 μg/ml). MIC50 and 90 for all the four antibiotics were estimated. From this study, we conclude that the clinical isolates of B. pseudomallei from the southern part of India are well susceptible to the commonly employed antimicrobial agents for therapy.
antibiotic susceptibility patterns of B. pseudomallei isolates from India is evident in the published literature. In this context, we undertook this study to examine the minimum inhibitory concentrations (MICs) for four commonly administered antibiotics in the therapeutic management of melioidosis from a tertiary care teaching hospital in South India.
A total of 69 B. pseudomallei clinical isolates obtained from 33 (47.8%) patients with bacteraemic form and 36 (52.1%) with nonbacteraemic form of the disease were included in the study. Identification of all isolates before testing was performed using a species-specific polymerase chain reaction for B. pseudomallei. [5] MIC estimation for ceftazidime, meropenem, TMP-SMX, and doxycycline was performed using E-strips (bioMérieux, Marcy'elToile, France) as per the manufacturer's instructions. MIC interpretation for all the four antibiotics was done in accordance with CLSI guidelines (M45-A2). MIC 50 and MIC 90 for all the four antibiotics were calculated using the WHONET software (version 5.6, World Health Organization, Francis St. Boston USA).
All isolates were susceptible to the tested antibiotics except one isolate showing resistance (MIC: 32 μg/ml) Burkholderia pseudomallei, the causative agent of melioidosis is associated with high mortality and morbidity. With increasing awareness regarding the disease, there has been increase in case detection rates from various parts of India. [1, 2] Protean clinical manifestations caused by this organism are one of the greatest impediments in early diagnosis of the disease. Despite instant appropriate treatment, the fatality rate in patients is high. B. pseudomallei is intrinsically resistant to a wide range of antibiotics including β lactam antibiotics, aminoglycosides and macrolides. The therapy used against the bacteria includes an intensive phase of treatment with ceftazidime or meropenem for 10-14 days followed by eradication phase of treatment with trimethoprim-sulfamethoxazole (TMP-SMX) or doxycycline for 3 months. Such a sustained course of treatment is required to avoid reactivation from latent foci. There have been recent reports on resistance to the aforesaid antibiotics from countries such as Thailand and Singapore. [3, 4] The dearth of reports regarding the [6, 7] Ceftazidime is the antibiotic of choice in the intensive phase of the treatment, especially in the resource-poor settings. Primary resistance to ceftazidime is not common, and there is only one report of 170 isolates from Northern Australia. [8] The creeping resistance of ceftazidime in our setting is alarming, therefore, which may signify the excessive and indiscriminate use of the antibiotic, even at the community level. However, it still remains the antibiotic of choice in most occasions, due to unaffordability of the patients for carbapenems. On the other hand, TMP-SMX is still the drug of choice in the prolonged eradication phase. Although the primary resistance rate is much lower (3-10%), [9] except in Thailand, [10] we still have lower MIC rage for the antibiotic. It might be due to the discontinuation of the use of the antibiotic for a long period while encountered very high resistance. Acquired resistance to doxycycline is not very unfamiliar, especially when used as monotherapy. [8] Since the use of doxycycline alone as monotherapy or along with TMP-SMX does not give any advantage, it may still be reserved as the second choice for the eradication phase. Although resistance to precise antibiotics is not observed, considering the paucity of available treatment such instance might undermine the ability to successful treatment. Thus, we foresee a need for constant monitoring of the creeping antimicrobial resistance in view of the limited therapeutic options available and increasing resistance been reported from elsewhere.
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